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Abstract 

Background: Despite an increase in knowledge about the epidemiology of intimate partner violence (IPV), much 
less is known about interventions to reduce IPV and its associated impairment. One program that holds promise in 
preventing IPV and improving outcomes for women exposed to violence is the Nurse-Family Partnership (NFP), an 
evidence-based nurse home visitation program for socially disadvantaged first-time mothers. The present study 
developed an intervention model and modification process to address IPV within the context of the NFP. This 
included determining the extent to which the NFP curriculum addressed the needs of women at risk for IPV or its 
recurrence, along with client, nurse and broader stakeholder perspectives on how best to help NFP clients cope 
with abusive relationships. 

Methods: Following a preliminary needs assessment, an exploratory multiple case study was conducted to identify 
the core components of the proposed IPV intervention. This included qualitative interviews with purposeful 
samples of NFP clients and community stakeholders, and focus groups with nurse home visitors recruited from 
four NFP sites. Conventional content analysis and constant comparison guided data coding and synthesis. A 
process for developing complex interventions was then implemented. 

Results: Based on data from 69 respondents, an IPV intervention was developed that focused on identifying and 
responding to IPV; assessing a client's level of safety risk associated with IPV; understanding the process of leaving 
and resolving an abusive relationship and system navigation. A need was identified for the intervention to include 
both universal elements of healthy relationships and those tailored to a woman's specific level of readiness to 
promote change within her life. A clinical pathway guides nurses through the intervention, with a set of facilitators 
and corresponding instructions for each component. 

Conclusions: NFP clients, nurses and stakeholders identified the need for modifications to the existing NFP 
program; this led to the development of an intervention that includes universal and targeted components to assist 
NFP nurses in addressing IPV with their clients. Plans for feasibility testing and evaluation of the effectiveness of the 
IPV intervention embedded within the NFP, and compared to NFP-only, are discussed. 



Background 

Over the past two decades, there has been a substantial 
increase in what is known about the epidemiology of 
intimate partner violence (IPV). In a multi-country 
World Health Organization (WHO) study, the lifetime 
prevalence of physical or sexual violence ranged from 15 
to 71% [1]. There is now a significant body of research 
that documents a broad range of mental and physical 
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health problems associated with IPV [1-4]. Among preg- 
nant women, past and current IPV has been associated 
with an increased risk of pregnancy and childbirth com- 
plications [5]. Despite greater recognition of IPV as a 
major public health problem [6] and evidence that 
women exposed to IPV are high users of health care 
services [7,8], much less effort has been given to devel- 
oping interventions aimed at reducing IPV or its conse- 
quences compared with the emphasis on universal 
screening [9]. 

A number of systematic reviews [9-13] have concluded 
that the evidence supporting specific interventions for 
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abused women is weak, especially interventions provided 
in health care settings, or those to which health care 
providers could refer women. A recent review [12] 
found some evidence that advocacy interventions (i.e. 
information and support to deal with abuse and to 
access needed services) can improve women's quality of 
life, safety actions, social support, access to services and 
lead to a reduction in violence, especially among those 
who have disclosed abuse or who seek help from shel- 
ters. Success varies by the type and intensity of the 
intervention. Coordination of services ("one-stop-shop- 
ping") and taking into account women's help-seeking 
strategies and abuse experiences may improve service 
effectiveness. However, the effectiveness of shelter ser- 
vices in reducing violence and improving other out- 
comes for women remains understudied. 

The evidence for batterer treatment and for couple 
therapy is mixed, with the better-designed studies gener- 
ally indicating no benefit (e.g., [14]), or potential harm 
(i.e., increased recidivism) [15,16]. Most authors caution 
that couples therapy is not safe for many abused 
women, particularly those in relationships where there is 
a high degree of coercive control, characteristic of inti- 
mate partner terrorism [17]. There is evidence that per- 
manent, but not temporary, civil protection orders may 
be effective in reducing future violence [18]. 

There is emerging evidence regarding the positive 
impacts of specific types of counselling, case manage- 
ment or support interventions delivered by nurses 
[19,20] or social workers [21] in reducing IPV and 
improving other outcomes in specific groups: low 
income, urban, pregnant, African American women, [21] 
low income, urban, ethnically diverse, American women 
[19] and pregnant Chinese women accessing prenatal 
care in Hong Kong [20]. While results of these studies 
are promising, further evaluation of these interventions 
with larger, more diverse samples, and using rigorous 
methods, is warranted [19-21]. 

One program that holds promise as an approach to 
reducing IPV and improving outcomes for women 
exposed to violence is the Nurse-Family Partnership 
(NFP) [22]. An evidence-based nurse home visitation 
program for low income, first-time mothers, the NFP 
has been shown, in three randomized controlled trials 
(RCTs), to improve maternal and child health, including 
reduction of injuries and child maltreatment [23]. 
Results from the first NFP trial conducted in Elmira, 
New York showed that, in nurse-visited households 
where the mother reported moderate to severe levels of 
IPV, the beneficial program effect on child maltreatment 
was not found, [24] suggesting the need to develop 
more effective ways of helping women address IPV 
within the context of the NFP. 



The NFP is an intensive program that begins prena- 
tally and follows women until the child is two years of 
age. Addressing IPV was not an original goal of the pro- 
gram, yet the long-term relationship between the nurse 
and woman presents a potentially important opportunity 
for intervening with women who are at risk of IPV. Of 
note, in one NFP trial, nurse-visited women reported 
significantly less exposure to IPV in the previous six 
months at the four-year follow-up, compared with those 
in the control group, [25] suggesting that there may be 
practices embedded within the way the NFP is delivered 
that could be enhanced to improve program effective- 
ness among women experiencing IPV. Furthermore, 
both NFP nurses and their supervisors have identified 
that IPV is a challenging issue that is often encountered 
in their practices. These factors prompted the develop- 
ment of an intervention to address IPV within the con- 
text of the NFP. 

Since the NFP was not designed specifically to 
respond to women exposed to IPV, the first step was to 
determine the extent to which the program provided 
education and support to assist nurses in addressing this 
issue. A web-based survey of NFP nurses and supervi- 
sors, conducted in 2006 as a preliminary study to this 
project, indicated that almost 40% felt they did not have 
sufficient knowledge and skills to adequately address 
IPV and approximately 72% reported that IPV in the 
home made delivering the NFP somewhat or very diffi- 
cult. At the time, the NFP training curriculum included 
minimal information about assessing IPV, client safety 
and the effects of IPV on children. 

The context of nurse home visitation provides a 
unique opportunity to deliver services to women 
exposed to IPV. The development of a therapeutic 
nurse-client relationship, built on a foundation of accep- 
tance, trust and strong rapport is at the core of most 
long-term home visiting programs with vulnerable 
populations [26,27]. It is this relationship that may facil- 
itate nurse home visitors' abilities to ask about IPV and 
increase clients' comfort levels in disclosing IPV expo- 
sure [28]. Working with families in their home also cre- 
ates opportunities to assess the quality of interpersonal 
relationships and the potential to identify IPV before it 
begins or escalates [29]. 

The purpose of the present study was to develop an 
IPV intervention to embed within the NFP that would 
be evaluated in a subsequent trial to determine its effec- 
tiveness in reducing IPV and improving quality of life. 
This intervention addresses intimate partner terrorism, a 
particularly serious type of IPV characterized by physical 
violence, combined with coercive control (i.e. threats, 
economic control, use of privilege and punishment, 
using the children, isolation, emotional abuse and sexual 
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control), and almost always directed by a man toward a 
female partner [17]. 

In this paper, we summarize the process that was con- 
ducted to develop the IPV intervention and provide an 
overview of the intervention's primary elements. 

Methods 

We adapted van Meijel and colleagues' [30] model for 
developing complex, evidence-based nursing interven- 
tions which includes: 1) defining the problem; 2) identify- 
ing the necessary "building blocks" for the design; 3) 
developing the intervention; and 4) piloting and evaluat- 
ing the modified intervention in a clinical trial (Figure 1). 
This model outlines a framework for collecting and using 
qualitative data in the development stage that we used to 
ensure that the resulting intervention is tailored to the 
specific educational and practice needs of nurses deliver- 
ing health promotion and illness prevention services in 
the home setting. This attention to context, in particular 
understanding and responding directly to the needs of 
socially disadvantaged first-time mothers, and taking into 
consideration the collaborative partnerships that exist 
between the NFP agencies and other community part- 
ners, is vital in maximizing the potential effectiveness of 
a new or adapted intervention [22,31]. 

To identify the intervention "building blocks" or core 
components, an exploratory multiple case study [32] 
was conducted to: 1) understand the problem of IPV as 
it is experienced by women enrolled in the NFP pro- 
gram and described by NFP nurse home visitors and 
nurse supervisors; 2) identify women's needs and 
requests for intervention through the NFP program; 3) 
analyze the current practices nurses use to identify and 
address the needs of women exposed to IPV; and 4) 



analyze the strategies and organizational policies that 
exist to support women exposed to IPV in the commu- 
nity. Permission to conduct this study was obtained 
from the Hamilton Health Sciences/McMaster Faculty 
of Health Sciences Research Ethics Board, and the Insti- 
tutional Review Boards of West Virginia University and 
the University of Colorado. The research protocol was 
also reviewed and approved at the NFP National Service 
Office (NSO) and at each local NFP site by the appro- 
priate committee or an IRB within an affiliated academic 
center. 

Site selection 

US NFP sites were informed through electronic commu- 
nication from the NFP NSO about the study to develop 
an IPV intervention. Eight sites volunteered to partici- 
pate and from this group, four sites were selected based 
on the following inclusion criteria: 1) site has graduated 
at least one cohort of clients; 2) nurses are providing 
services to women exposed to IPV; and 3) no current 
involvement in other research studies. The selection of 
four NFP sites for this study facilitated the process of 
identifying similarities and differences both within and 
between cases [33]. With the support of the NFP NSO, 
we met with site administrators to explain the study 
objectives and methods. To assist us in identifying com- 
mon themes emerging across diverse contexts, we 
employed maximum variation sampling to select sites 
that varied by rural/urban or urban context and length 
of time that a site had been in operation. Using this 
type of purposeful sampling strategy allowed for the 
identification of shared common experiences of the phe- 
nomena, core concepts and central themes that "cut 
across cases and derive their significance from having 
emerged out of heterogeneity." [[34], p. 235] 



Problem Definition 

■ Impact of IPV on NFP outcomes (NFP RCTs) 

■ NFP Home Visitor Survey 

■ Client Information System data 



NFP Nurse Competencies 

• Theory application 

• Use of evidence & clinical 
data to guide practice 

• Client-centered care 

• Therapeutic relationship 

• Reflective practice 



Existing Evidence 



(Z 



FP Visit Guidelines 




Qualitative Case Study 

(this report) 
Problem, Needs and Current 
Practice Analyses 
Four (4) NFP sites, including: 

• 20 clients 

• 27 nurse home visitors 

• 4 supervisors 
■ 18 community stakeholders 



Figure 1 Development of the intervention to address IPV in 
Nurse-Family Partnership home visitation program 



Samples and data collection 

As triangulation of data sources is a hallmark of case 
study research [32], purposeful samples of NFP clients, 
nurse home visitors and community stakeholders were 
invited to participate in the study so that we could 
develop an in-depth, multi-perspective understanding of 
the issue of responding to IPV within this home visita- 
tion program. Prior to data collection, we obtained 
informed consent from each study participant, and per- 
mission to audiotape all interviews and focus groups. 
Each individual also completed a short demographic 
questionnaire. At the end of each interview or focus 
group, we completed comprehensive field notes to docu- 
ment observations, key themes emerging from the inter- 
view, and questions for further follow-up. 
NFP client interviews 

From among the clients enrolled in each of the partici- 
pating NFP sites, a purposeful sample of pregnant 
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women and mothers who met the following inclusion 
criteria were invited to participate in the study: 1) they 
had reported exposure to IPV within the past year to 
their nurse home visitor or on the modified Abuse 
Assessment Screen [35], a self- report questionnaire rou- 
tinely administered to women within the first three vis- 
its of the NFP program; 2) were 16 years or older and; 
3) able to converse in English. To achieve data satura- 
tion with this fairly homogenous sample, we estimated 
recruiting 20 women in total (approximately five from 
each site). Data saturation is the point in time in the 
study when it is determined that informational redun- 
dancy has been achieved and that further interviewing 
will not result in the emergence of new core themes 
[34]. Each participant was invited to complete two face- 
to-face, in-depth interviews conducted by local research 
assistants who had professional or volunteer experience 
working with vulnerable women and children. 

Each interview was conducted in a private room 
within a public building (e.g. library, health department). 
The length of the interviews ranged from 30-90 min- 
utes. We followed a training and safety protocol for 
interviewing women exposed to IPV, based on that used 
by members of this research team in a previous multi- 
site trial assessing IPV screening [36]. Women received 
a $30 gift card to acknowledge their time in completing 
each interview. 

The focus of the first interview was to understand the 
mothers' perspectives regarding: violence in her lifetime 
intimate relationships, decisions about disclosure of IPV 
exposure to her nurse home visitor, and the nature and 
acceptability of supports received from her nurse and 
other sources. In the second interview, the research 
assistant shared a brief summary of the first interview to 
determine accuracy of the research team's interpretation 
of the woman's account, followed by open-ended ques- 
tions designed to elicit mothers' perceptions of strategies 
that could be implemented in the NFP to identify IPV, 
and reflections about how IPV exposure had affected 
her health and that of her child. Additionally, women's 
perceptions about the acceptability of two assessment 
tools: 1) the Domestic Violence Survivor Assessment 
(DVSA) [37] and; 2) the Composite Abuse Scale (CAS) 
[38] were explored. Each client was also asked to read 
five scenarios developed to depict situations of IPV 
exposure similar to what study participants may have 
been exposed to in their own relationships, and then to 
reflect on how a NFP nurse home visitor could best 
support the woman depicted in the narrative. The five 
scenarios were designed to represent varied points in 
the process of disengaging from an abusive relationship, 
modelled after those used on the DVSA [37]: 1) com- 
mitted to continuing the relationship; 2) committed to, 
but questioning aspects of the relationship; 3) views 



herself as abused and begins to consider her options; 4) 
breaking away and; 5) establishing a new life. We antici- 
pated that asking mothers to reflect on these scenarios 
would de-personalize the experience and be a less threa- 
tening method for exploring this sensitive issue [39], 
while still providing an opportunity to speak about their 
own experiences if they wished to do so. 
NFP nurse interviews 

Agencies that implement the NFP program contract to 
adhere to 18 program model elements to ensure fidelity 
to the intervention model evaluated in the RCTs. As 
part of this model, agencies are required to hire regis- 
tered nurses who hold a minimum of a baccalaureate 
nursing degree (although certifications may slightly vary 
across agencies due to different state regulations). In the 
NFP program, all full-time nurse home visitors are 
required to maintain a caseload that does not exceed 25 
clients. 

All of the nurse home visitors at each of the four NFP 
sites were invited to participate in two focus groups, six 
months apart, for a total of eight focus groups. The pur- 
pose of the focus groups was to extend the problem 
analysis, including identification of potential barriers to 
implementing the current NFP curriculum with women 
exposed to IPV. As part of the practice analysis, nursing 
strategies currently used to resolve client issues related 
to IPV and to meet client identified needs were 
explored. At each site, a senior member of the research 
team (SJ or HM) facilitated the two focus groups; a doc- 
toral student (DD) participated in the co-facilitation of 
four groups. 

We developed semi-structured interview guides for 
each focus group with NFP nurses. The first focus group 
explored: a) reflections on NFP mothers' experiences of 
the problem and their needs; 2) experiences in working 
with women and children exposed to IPV; 3) identifica- 
tion of current strategies used to identify, assess and 
respond to IPV; 4) recommendations for strategies to 
enhance management of IPV within the NFP program; 
and 5) client, organizational, cultural and systemic factors 
influencing nurses' abilities to respond to IPV. 

The second set of focus groups began with an oppor- 
tunity for the nurses to reflect upon and respond to 
summaries of nurse and client data collected up to that 
point. The new topics explored during these groups 
included: 1) the knowledge and skills required by nurses 
to address IPV during home visits; 2) issues regarding 
nurses' perceived competence and capacity to respond 
to IPV; 3) perceptions of the acceptability of the DVSA 
and the CAS; and 4) the feasibility of using motivational 
interviewing techniques [40] to enhance client self-effi- 
cacy and stimulate behavior change. The focus groups 
lasted between 120-150 minutes and permission to 
record the discussions was obtained. 
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Community stakeholder interviews 

These interviews were conducted to identify facilitators 
and barriers to augmenting the NFP program to address 
IPV and to discuss the feasibility of implementing inter- 
vention components suggested by NFP mothers and 
nurses. A purposeful sample of community-based stake- 
holders involved in responding to IPV or delivering ser- 
vices to women and children exposed to violence was 
invited to participate in the study. To achieve saturation, 
we estimated recruiting approximately five stakeholders 
per site, for a total of 20 individuals. Snowball sampling 
was used to identify these individuals by asking NFP 
administrators to identify the individuals within their 
communities who could provide a rich description of 
the issues under exploration. NFP nurse supervisors 
were also invited to participate. Respondents were asked 
to complete two semi-structured interviews, each lasting 
approximately 60-90 minutes. 

The purpose of the first interview was to understand 
the stakeholder's current role in supporting women 
exposed to IPV and to identify organizational, system 
and cultural influences on developing enhanced NFP 
interventions to support this population. At the begin- 
ning of the second interview, each stakeholder was pro- 
vided with a summary of their initial interview and 
asked to comment on the accuracy of our interpretation. 
Building upon themes emerging across datasets, the sec- 
ond interview with each stakeholder explored issues 
related to: strategies for supervising professionals work- 
ing with families exposed to violence; the role of their 
agency in collaborating with the NFP to address client 
needs; the role for nurse home visitors in intervening 
with perpetrators of violence; and their perceptions of 
the specific nurse home visitor role in responding to 
IPV. Each stakeholder was provided with a $25 gift card 
as an honorarium for participating in the study. 

Data analysis 

We transcribed verbatim all recorded interviews with 
identifying information removed. Data analysis was con- 
ducted concurrently with data collection in order to 
identify themes requiring further exploration. NVivo 8.0 
software was used to store, index and code all of the 
data. The principles of conventional content analysis 
[41] and constant comparison [42] guided all coding 
and synthesis of the data. Four team members (SJ, 
MFG, DM, DD) participated in coding and summarizing 
the data. 

Intervention development 

Four data sources were used to develop the NFP IPV 
intervention (Figure 1). First, the results of the case 
study informed the content and structure of the inter- 
vention, as well as the processes to train nurses in 



intervention delivery, support supervisors, and engage 
clients in the work of addressing violence in their lives. 
Second, evidence drawn from existing quantitative and 
qualitative research informed the theoretical foundation 
of the intervention e.g. [17,43-45] and was used to aug- 
ment assessment techniques [46], responses to IPV dis- 
closures [47,48] and intervention procedures [20,49-53]. 
Theoretical principles of the NFP program and attention 
to NFP nurse competencies were also integrated into 
the intervention components. Finally, some content 
from the existing NFP visit guidelines was adapted and 
then integrated into the intervention. 

The qualitative data emerging from the focus groups 
with the nurse home visitors and the interviews with 
NFP clients and community stakeholders were used to 
develop a training curriculum for nurse home visitors 
and an intervention that was specific to the home visita- 
tion context. Broadly the data were used to identify and 
define: 1) What are the primary problems encountered in 
identifying and addressing IPV within this context?; 2) 
What knowledge and skills do nurses and supervisors 
need to respond to the issue of IPV?; 3) What are clients' 
needs and their expectations of their nurse home visi- 
tors?; and 4) What current practice strategies are either 
problematic or are a promising clinical strategy to 
include in the intervention. 

Although data were collected across four unique NFP 
sites, similar core themes emerged across this diversity 
with regards to nurses' professional development; the 
types of IPV clients are exposed to, the challenges and 
opportunities to assess for IPV; how nurses respond to 
IPV disclosures; clients' expressed needs for safety plan- 
ning, social support, and information about healthy rela- 
tionships; and the availability and accessibility of 
community resources to support clients and nurses. 
Across the four NFP sites, differences were noted, speci- 
fically the awareness of different cultural norms or 
responses to violence among client populations and the 
impact of working with abused women in urban versus 
rural settings. In developing the intervention, attention to 
these differences was addressed in one of two ways: 1) 
the development of curriculum materials that a client 
and nurse could choose to use if it was relevant to the 
family's situation (e.g. a facilitator on safety planning in 
rural or farm communities); and 2) provision of resources 
to support nurses in tailoring the intervention to their 
clients' unique situations. 

We worked from the premise that the IPV interven- 
tion needed to fit cohesively with the current NFP home 
visitation guidelines and to reflect the underlying philo- 
sophy of the NFP program. As the intervention is an 
enhancement to the current NFP curriculum, it was also 
essential to ensure that the intervention was developed 
on a framework of existing NFP nurse home visitor 
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competencies which include: 1) applying theories and 
principles integral to the implementation of the NFP 
model [54]; 2) utilizing the best available evidence along 
with data from the NFP Efforts to Outcome (ETO™) 
system to guide and improve practice; 3) delivering indi- 
vidualized care across the six NFP home visit domains; 
4) establishing a therapeutic relationship with the client; 
and 5) utilizing reflective processes to improve practice. 
To achieve these goals, the research team included the 
originator of the NFP (DO) and his colleagues from the 
Prevention Research Center. Additionally, two research- 
ers (SJ, HM) participated in and completed the full NFP 
nurse home visitor and supervisor training and con- 
sulted extensively with nurse educators and nurse con- 
sultants from within the NFP NSO. All of the IPV 
intervention facilitators and nurse instructions were sub- 
sequently formatted in a manner consistent with current 
NFP guidelines. 

Results 

We present here an overview of results from the qualita- 
tive case study - i.e., the focus groups with NFP nurses 
and the interviews with clients and community service 
providers and stakeholders - that directly influenced 
development of the IPV intervention. We then describe 
the complex intervention, including each of the five 
components, including guidelines, protocols and tools 
for implementing each, as well as methods used to 
monitor its implementation. 

Participant and site characteristics 

Four NFP sites located in the Midwest region of the US 
participated in the qualitative case study (Table 1). The 
sites selected varied by the size of the agency (as deter- 
mined by the total number of clients ever enrolled), 
regional population, and the geographical location of the 
population (urban or urban/rural mix). There was varia- 
bility in the years of experience each agency had in 
implementing the NFP (range 2-12 years). Additionally, 
each NFP site was ethnically diverse in terms of the 
women enrolled in the program, with nurses visiting 
predominantly in: Site 1-white/non-Hispanic women 
(77.5%); Site 2 -white/non-Hispanic (35.7%) and black/ 
African American (45.4%) women; Site 3- black/ African 
American (67.2%) women; and Site 4- Hispanic (71%) 
women. 

All of the individual NFP clients, nurse home visi- 
tors, and community stakeholders who were invited to 
participate in the study, provided consent and com- 
pleted an initial interview or focus group. Across the 
four sites, a total of 69 individuals shared their percep- 
tions and experiences about the role of the NFP in 
identifying and addressing IPV. Twenty NFP clients 
with current or past exposure to IPV participated in 



the study. Of these 20 NFP clients (mean age = 21 
years; mean years of school completed = 12); half of 
them indicated that they were currently in a relation- 
ship; 40% were currently single with no partner and 
10% indicated that they were separated or divorced. 
Reflecting the complex lives of many young, low- 
income mothers, the participating NFP clients reported 
a range of living situations: 10% were homeless; 30% 
were living alone with their child(ren); 15% were living 
with a partner and 45% were living with extended 
family members. From the original 20 NFP clients, 16 
participants were located and consented to complete 
the second interview (one client per site was lost to 
follow-up, despite multiple attempts to contact and 
locate them). 

All of the nurse home visitors employed within 
these four sites, for a total of 27 nurses (mean age = 
44 years) participated in at least one focus group; 22 
of the 27 nurse home visitors participated in both of 
the focus groups conducted at their site. The reasons 
for not participating in both of the focus groups 
included: a) engagement in a prior commitment; b) 
inability to commute to the office on that particular 
date; or c) personal illness. The majority of the nurses 
(77%) were educated at the Bachelor degree (or 
higher) level with the remaining nurse home visitors 
holding an Associate Degree in Nursing (23%). The 
participating home visitors had extensive professional 
nursing experience (mean 20 years; range 5-38 years) 
and had been NFP nurse home visitors for an average 
of four years. Each nurse who participated confirmed 
that she had experience in assessing clients for their 
exposure to IPV or with working with an NFP client 
who had disclosed a history of current or past abuse. 
The small purposeful sample of nurses who partici- 
pated in this study is fairly typical compared to the 
full population of nurse home visitors employed by 
the NFP across the US. In the US, the mean age of 
nurse home visitors is 45.4 years with 80.2% of nurses 
educated at the Bachelor level and 12.5% holding an 
Associate Degree in Nursing; overall NFP nurse home 
visitors have a mean of 14 years of nursing experience 
and a mean of 3.8 years of employment as a NFP 
home visitor [56]. 

A total of 22 community stakeholders, including the 
NFP nurse supervisors from each site, participated in 
the study and completed both interviews. The majority 
of these individuals had a graduate level education 
(77%) with the rest educated at Bachelor's level or 
equivalent (23%). These stakeholders represented agen- 
cies across diverse sectors including: domestic violence 
agencies (including shelters, advocacy services and crisis 
centers) (41%); justice or law enforcement (27%); health 
(23%) and education (5%). 
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Table 1 Characteristics of NFP case study sites 




NFP Site 1 


NFP Site 2 


NFP Site 3 


NFP Site 4 


U.S. region (Census Bureau designated 
area) 


Midwest (West North 
Central) 


Midwest (East North 
Central) 


Midwest (East North 
Central) 


Midwest (East North 
Central) 


Population 2006 estimate [55] 


90,056 


733,203 


156,771 


515,269 


Population served 


Rural/urban mix 


Urban 


Urban 


Rural/urban mix 


Number of nurse 


5 


8 


7 


7 


home visitors 










Year NFP initiated 


2000 


2006 


1996 


2000 


Client characteristics of all NFP clients 
enrolled at site 










Total number clients ever 


630 


185 


1653 


637 


enrolled** 










Median age 


20 


18 


17 


17 


High school completion rate 


68.5% 


38.4% 


26.6% 


20% 


% unmarried 


85% 


95.7% 


97.8% 


92% 


% Medicaid recipients 


58.3% 


70.3% 


63.3% 


90% 


Race/Ethnicity 










White/non-Hispanic 


77.5% 


35.7% 


28.6% 


14.0% 


Hispanic 


5.5% 


4.3% 


1 .0% 


71.0% 


Black/African American 


5.3% 


45.4% 


67.2% 


12.0% 


Multiracial/other 


6.0% 


1 1 .9% 


3.0% 


3.0% 


Asian/Pacific Islander 


2.2% 


1.1% 


0.1% 




Native American 


3.6% 


1 .6% 


0.1% 





As of September 30, 2008 



Client experiences and needs for an IPV intervention 

For many of the NFP clients interviewed, exposure to 
violence was a common and expected experience. The 
women described experiencing multiple types of abuse 
in their lives including childhood maltreatment, witnes- 
sing the abuse of their own mothers, experiencing pre- 
vious IPV or dating violence themselves, or living in 
communities where violence was prevalent. While some 
reported entering partner relationships to get away from 
an abusive home, others still lived with parents who 
were abusive. Women tended to have few economic 
resources, little support and perceived that their options 
for change were limited because they were "trapped" by 
structural issues including economic insecurity, unstable 
housing and a lack of access to quality day care. In con- 
trast, those women who reported higher levels of sup- 
port from family members were also more likely to have 
more stable living conditions, at home with their parents 
or on their own, and more options for responding to 
IPV. In spite of these challenges, most of the women 
interviewed had left their abusive partner or were 
attempting to leave or end the relationship. 

The NFP clients highly valued the relationship with 
their nurse home visitor - a relationship, once estab- 
lished, that could facilitate IPV disclosure. Within this 
sample, most of the participants had disclosed their 
experiences of abuse to the nurse, either on their own 



or in response to being asked, but reported that there 
were risks associated with disclosure including: losing 
the nurses' respect, feeling shame and embarrassment, 
increased involvement of child protection services, fear 
that their partner would find out and the violence 
would increase, or that the nurse would not maintain 
confidentiality. Clients also expressed concern that they 
would experience a loss of control over decisions for 
themselves and their children if following a disclosure 
the nurse started to tell her "what to do." However, 
overall the clients indicated they would support being 
asked frequently, within the context of discussions 
about relationships, about their safety and exposure to 
past or current IPV. 

In the needs analysis, the women identified seven 
broad categories of suggestions about how the NFP 
nurse could best support abused women, including: 1) 
actively listening, acknowledging, accepting and under- 
standing women's experiences of abuse; 2) proactively 
asking about IPV and providing information about com- 
munity resources and healthy relationships; 3) support- 
ing the client to build her confidence and assisting her 
to set goals; 4) identifying and discussing options and 
choices available, without providing "advice;" 5) enga- 
ging women in safety planning; 6) assisting women to 
learn about and navigate health, social, education, child 
care, employment, justice, domestic violence, and 
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housing services; and, 7) encouraging connections with 
other women to share strategies for dealing with vio- 
lence and changing their lives. 

From the participants' responses to the five scenarios 
depicting different stages of change, we identified topics 
to be prioritized within each stage of the intervention to 
be tailored to women's readiness to respond to violence, 
as outlined in Table 2. 

Nurses' experiences of addressing IPV within home 
visiting practice 

Participating NFP nurses explained that, although few 
clients in their individual caseloads were dealing with 
IPV at any given time, working with such women was 
very time and resource intensive. Nurses confirmed that 
the abuse experienced by their NFP clients included 
severe physical, emotional and financial abuse by highly 
controlling partners; women had been choked, shot with 
a gun or electroshock weapon, or received injuries that 
required medical attention or hospitalization. Some 
women fought back, heightening nurses' concerns about 
their safety. 

The nurses confirmed that addressing a client's expo- 
sure to IPV was problematic for many reasons. Many 



clients lacked the resources needed to help them deal 
with the abuse including support from their families, 
and access to safe housing, social and domestic violence 
services and health care, including treatment for mental 
health and substance use problems. Nurses perceived 
these women to be very protective of their partners, to 
fear living and parenting alone and, yet consumed by 
attempts to cope with the abuse. In this context, the 
ability to engage women in the NFP and to deliver core 
program content was seen as a challenge. 

Nurses also identified that, once trust was established, 
they typically learned about their clients' exposure to 
violence in two ways: 1) the client initiated disclosure, 
usually following a violent episode or a pattern of esca- 
lating violence; or 2) as a result of completing a rela- 
tionship assessment that was regularly conducted by the 
nurse home visitor. Nurses expressed concern and frus- 
tration about not knowing how to facilitate an IPV dis- 
closure when they had a "gut feeling" that a client was 
being abused. For clients who did disclose, many nurse 
home visitors described confidence in providing an 
immediate empathic response to the woman. 

From the practice and needs analyses, it emerged that 
the nurse home visitors had specific knowledge and skill 



Table 2 IPV-Specific Strategies by DVSA Stage 



Stage of change re: IPV 



Strategies endorsed by NFP clients 



1. Committed to continuing the 
relationship 



Nurse: 

• asks about safety 

• provides information about healthy relationships 

• provides information on local community resources 



2. Committed to, but questioning, the 
relationship 



Nurse provides information about: 

■ the health and social impacts of IPV on women and 
children 

■ the cycle of abuse 

■ strategies for responding to abuse 

• community resources and processes for accessing 
support 



3. Views herself as abused and begins 
to consider her options 



Nurse: 

• helps woman explore the strengths and limitations of 
their relationships 

• provides options for addressing IPV 

■ helps woman engage in safety planning 



4. Breaking away 



Nurse: 

■ continues to focus on safety planning 

• helps woman access resources and navigate the system 

• "encourage and support" rather than "push" 



5. Establishing a new life 



Nurse: 

• continues to provide tailored support to help women stabilize and maintain their situation 
■ facilitates access to formal and informal social supports 
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deficits in identifying and responding to IPV. It was 
apparent that nurses required a deeper understanding of 
the cycle of abuse, the types of violence women are 
exposed to within intimate relationships, clinical risk 
indicators suggestive of IPV exposure, the impact of IPV 
exposure on women's health and on children; and the 
trajectory or stages of abusive relationships. With 
respect to broader social and system level issues, the 
nurses identified the need to better understand how to 
deliver culturally-sensitive care to new immigrants and 
varied ethnic populations, and how justice, housing, and 
law enforcement services respond to the issue of 
violence. 

Nurses also identified that they needed opportunities 
to further develop skills in: comprehensive assessment 
of IPV; engaging abused women in safety planning; 
using motivational interviewing to help women explore 
feelings of ambivalence about the abuse and to meet 
their stated goals; conducting risk assessments; and tai- 
loring interventions to the client's level of readiness to 
address IPV and safety. Within the context of delivering 
the core NFP curriculum, nurses expressed needs to 
develop strategies for supporting mothers in their par- 
enting role within the context of an abusive relationship, 
to understand and address their clients' violent beha- 
viour towards their partners, to support women in navi- 
gating social service systems, and to work with women 
to help them define the perpetrators' behaviors as abu- 
sive. Additionally, from our analysis of current nursing 
practice, we identified that nurses require additional 
skills and supports in establishing therapeutic bound- 
aries with women and children exposed to violence, 
how to retain clients following an IPV disclosure and 
how to manage feelings of compassion fatigue or frus- 
tration. To enhance their training, nurses expressed a 
preference for participating in interactive workshops and 
viewing videos highlighting how expert clinicians assess 
and engage with abused women. They also wanted writ- 
ten scripts, illustrating how to talk about IPV or how to 
introduce specific assessment tools or facilitators within 
a home visit. 

Stakeholders' perceptions: Problem and needs analysis 

Professionals who partner with NFP nurses in addres- 
sing IPV within the community cited challenges in 
responding to IPV similar to those expressed by the 
nurses and clients. They also highlighted that many 
abused women have limited access to community ser- 
vices because of a lack of transportation, few financial 
resources and for some, limited proficiency in English. 
The stakeholders interviewed were supportive of NFP 
nurses increasing their involvement in identifying and 
intervening with abused women and children. Profes- 
sionals from the domestic violence and justice sectors 



identified that their agencies could support NFP nurses 
in this role by providing: agency tours, ongoing informa- 
tion about how to navigate different services, training 
and skill development, and consultations about difficult 
cases. 

Intervention components 

The data emerging from the qualitative case study, along 
with existing NFP curriculum materials and theoretical 
and empirical evidence from the literature, were used to 
develop a complex intervention [57] that includes five 
interconnecting components: 1) a curriculum to train 
nurse home visitors to identify and respond to IPV; 2) a 
manualized intervention including a clinical pathway 
(Figure 2); 3) guidelines for reflective supervision; 4) a 
site readiness checklist and; 5) ongoing coaching to sup- 
port adoption and uptake of the intervention into home 
visiting practice. 

Nurse training curriculum 

The training curriculum was developed to increase 
nurses' knowledge about IPV and their level of compe- 
tence in identifying, assessing and intervening with 
women and children exposed to IPV. Findings from the 
qualitative data informed the development of the curri- 
culum objectives, the type of content to be included, 
and the teaching-learning strategies to be implemented. 
The curriculum is comprised of five modules: 1) defin- 
ing IPV; 2) identifying and responding to IPV in a home 
visit; 3) assessing a client's level of risk associated with 
IPV; 4) understanding the process of leaving and resol- 
ving an abusive relationship and; 5) system navigation. 
Multiple teaching and learning strategies were developed 



-^'feSSjp Intimate Partner Violence Intervention Clinical Pathway 



Assessments for ALL Clients 



Indicator-Based 
Assessment 



Assessment for Client- 
Initiated Disclosures 



Universal Assessment of Safety 

Conducted during pregnancy, early 
postpartum & when toddler 16 months 




Observation of 
clinical or situational 
nsk indicators 




Client nitiates disclosure 
of current or past IPV 
exposure 















Clinical IPV Assessment 



No Disclosure of IPV Exposure 



Identify Current OR Past IPV Exposure 



Empathic Response to Disclosure 



Risk Assessment 



Tailored Intervention: Assessment 



•Substance use assessment & referra' 
•Mental wealth assessment & referral 

•Assessment of client's level of readiness to promote personal safety 



Supporting Mothers to Disengage from Abusive Partners 


Safety 


Awareness about IPV 


Serf-efficacy 


Support 



Figure 2 NFP IPV Intervention Clinical Pathway 
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to support nurses in completing the training objectives. 
Individual level learning strategies included: independent 
study to understand the theoretical foundations and 
components of the intervention; watching training 
videos that include demonstrations of a nurse integrat- 
ing the NFP IPV intervention into a home visit and a 
presentation on research foundations of the Danger 
Assessment instrument for intimate partner femicide 
[58] and the process for administering and scoring the 
tool; and completing online certification [59] to admin- 
ister this risk assessment tool. Group learning strategies 
were also integrated into the curriculum, allowing the 
nurses opportunities in their regular team meetings to 
role play and practice using the intervention facilitators 
and materials; discuss strategies for integrating the inter- 
vention into home visiting practice; reflect on facilitators 
and barriers to working with NFP clients exposed to 
IPV; and meeting with community partners to learn 
about local community resources and services, including 
the process for obtaining protection orders. The training 
concludes with a one-day in person consolidation work- 
shop led by a nurse-researcher (SJ, MFG) to review the 
process for delivering the NFP-IPV intervention. 
Manualized intervention and clinical pathway 
The NFP IPV intervention consists of both universal 
and targeted assessment opportunities and tailored 
intervention strategies based on a client's level of readi- 
ness to address abuse, and is intended to: 1) reduce the 
woman's exposure to IPV; 2) reduce the child's exposure 
to IPV; 3) improve the client's quality of life; 4) increase 
the number of safety strategies adopted by the client; 5) 
enhance maternal self-efficacy; 6) increase a woman's 
awareness about the impact of IPV; and 7) assist her in 
identifying and accessing informal and formal social 
supports. A clinical pathway (Figure 2) guides nurse 
home visitors through the intervention, with a set of 
facilitators and corresponding instructions for each 
pathway component, briefly described below. 
Assessing IPV exposure 

The universal assessment of safety, conducted at three 
points of time, is an opportunity to: 1) discuss the 
importance of safety as a basic human right; 2) explore 
maternal perceptions of feeling safe or unsafe in her 
community, home, and relationships; 3) gently introduce 
the concept of power and control in relationships; and 
4) explore the client's perception of her intimate partner 
relationship. Exposure to IPV may also be identified by 
the nurse initiating an indicator-based assessment when 
she observes clinical or situational risk indicators asso- 
ciated with IPV or when the client initiates a disclosure 
during the course of a regular home visit. 
Assessing IPV severity and immediate safety 
Following the identification and disclosure phase, a clin- 
ical IPV assessment is conducted to confirm exposure 



and understand the nature, pattern and severity of abuse 
experienced by the woman. In most circumstances, a 
positive response to any of the questions on the clinical 
IPV assessment indicates that a client is experiencing 
abuse in her current relationship (or the past 12 
months) and should receive all elements of the IPV 
intervention, which is delivered by nurses using non- 
judgmental, active listening to validate the woman's 
experiences and affirm that she is not to blame, while 
acknowledging the difficulty of living with abuse, 
respecting the client's autonomy in decision-making and 
ensuring confidentiality. As part of the immediate 
response, an assessment of the client's level of risk is 
conducted using the Danger Assessment [58], followed 
by a brief discussion of key safety strategies and, as 
necessary, initiating actions to address immediate safety 
concerns. Additionally, the nurse asks the client about, 
and explores the potential advantages and risks of, her 
options for responding to the violence. Written exam- 
ples of scripts that could be adapted by nurses to intro- 
duce these tools into a home visit were developed. 
Tailored assessment and intervention 

After risk assessment and brief safety planning, the 
nurse explores the client's level of readiness to address 
the issues of violence in her relationship using five evi- 
dence-based narratives, developed from the qualitative 
client interviews, that describe different mothers' stories 
of survival and strength. The stories emphasize that 
making changes to improve safety is a process and there 
is no "right way" to do this- women must work through 
this process in a way that fits with their lives and stage 
of readiness. However, the wisdom shared by other 
women through the stories is a good starting point for 
considering options. By identifying the story to which 
the client most closely relates, the nurse can identify 
appropriate ways to tailor the intervention to meet her 
needs. 

For some women, mental health and substance use 
issues are closely associated with their exposure to vio- 
lence and trauma, and each of these consequences of 
IPV can make it more difficult for women to make 
changes in their lives to improve their safety. Therefore, 
as part of the IPV intervention, nurses screen clients for 
mental health and substance use concerns with tools 
already in use at the local site. If clinical concerns are 
detected, the nurse identifies appropriate community 
resources and, where possible, supports the woman to 
access local resources and/or treatment. 

Based on the initial assessment of readiness to address 
IPV, the nurse tailors subsequent intervention elements 
in four areas: Safety (S), Awareness about IPV (A), Self- 
efficacy (S), and Support (S) (SASS). Educational hand- 
outs and activity worksheets, designed to structure and 
guide the nurse-client interaction, were developed for 
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each area. In the clinical pathway, nurses are recom- 
mended to complete at least one of the SASS facilitators 
per home visit, based on the client's level of readiness 
and preference, along with the nurse's judgment. To 
accompany each educational hand-out, an instruction 
page for nurses was developed that included information 
on how to introduce the facilitator into a home visit, 
background information on the concepts to be dis- 
cussed, sample open-ended questions to use to explore 
the issue with the client as well as information on addi- 
tional resources. 

Guidelines for reflective supervision 

One of the core elements of the NFP program model is 
that supervisors are required to provide nurses with reg- 
ular opportunities for clinical supervision and reflection 
on their practice. As part of the NFP-IPV intervention, 
guidelines for clinical reflective supervision were devel- 
oped for NFP supervisors to support nurse home visi- 
tors in understanding and resolving issues that arise in 
their work with clients exposed to current or past IPV. 
Examples of such issues include how to support nurses 
in maintaining appropriate therapeutic boundaries or 
how to address nurses' feelings of frustration when cli- 
ents do not choose to leave an abusive partner. 

Site readiness checklist 

A site readiness checklist was developed to ensure that 
NFP nurses have adequate support and structure to 
implement the IPV intervention. This checklist is 
reviewed by the supervisor prior to intervention imple- 
mentation to ensure: a) the organization has a policy to 
address the safety of nurses during home visits; b) a 
plan exists for documenting IPV exposure in client 
records; c) all nurses are aware of the local reporting 
mandates for child and adult exposure to IPV; and, d) 
local procedures for conducting mental health and sub- 
stance use assessments and referrals exist. 

Coaching to support intervention adoption and 
implementation 

The final component of the NFP-IPV intervention 
involves coaching for intervention uptake and imple- 
mentation to: provide ongoing review and reinforcement 
of the intervention's theoretical foundations and compo- 
nents; identify site-specific strategies for implementing 
intervention elements; and to problem-solve for specific 
issues. A clinical consultant, a registered nurse with 
content expertise about the IPV intervention and the 
NFP program, meets via teleconference with the imple- 
menting NFP nurse supervisor every four to six weeks, 
or as issues arise. The coaching sessions also provide 
the supervisor an opportunity for reflective supervision. 



Discussion 

We developed a complex, community-based IPV inter- 
vention to enhance the effectiveness of an existing, pro- 
ven-effective program of nurse home visitation, the 
Nurse-Family Partnership, for a subgroup of families in 
which the woman has experienced recent IPV. A 
strength of our approach lies in the systematic process 
used to develop the intervention, in which we drew on 
multiple perspectives of NFP clients, nurses and com- 
munity stakeholders, and current theoretical, empirical 
and practice literature to inform both the content and 
process of the intervention, and ground it within the 
context of the NFP and current knowledge related to 
best practices in nurse home visiting, and in woman- 
and child-focused IPV intervention delivery. A rigorous 
approach to conducting qualitative research was imple- 
mented thus promoting the overall trustworthiness of 
the findings upon which the intervention was developed. 
Data credibility (or internal validity) was strengthened 
through member checking, data source, data type and 
researcher triangulation, and reflexivity. Although data 
were only collected from NFP sites located within the 
mid-west region of the US, the use of maximum varia- 
tion sampling provided the opportunity to identify com- 
mon themes and experiences across a diverse range of 
sites, nurses and clients. 

An interactive process of development allowed for for- 
mulation of ideas, dialogue and refinement by a team of 
researchers with varied disciplinary, practice and 
research expertise. Although a time intensive process, 
we contend that it led to a more informed understand- 
ing of intervention strategies that could be helpful to 
women, enhancing the relevance of the intervention for 
NFP clients and reinforcing its credibility and impor- 
tance to nurse home visitors who are dealing with heavy 
caseloads and competing requests for practice changes. 

Embedding the IPV intervention within an existing 
intervention required additional time and resources to 
ensure theoretical and practical cohesiveness between 
the original and enhanced intervention. However, the 
theoretical emphasis within the NFP on enhancing the 
woman's self-efficacy and parenting capacity, facilitating 
access to resources, identifying and following the 
woman's dreams and desires, and seeking small changes 
over time, are all consistent with the literature on IPV, 
particularly the emphasis on the uniqueness and com- 
plexity of women's experiences of abuse and the need to 
support women's choices and sense of control [60-62], 
the importance of women's children in their decisions 
related to IPV [63,64], and the role of support systems 
and community services in helping women disengage 
from an abusive partner [65,66]. Furthermore, we sought 
to achieve compatibility between the existing NFP 
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guidelines and model elements and the IPV intervention 
so that the enhanced curriculum would complement the 
organization's existing values, past experiences and the 
needs of both clients and nurses [67] . 

We concluded from the early analysis of the data, that 
the nursing intervention under development would 
require both universal elements and those that could be 
tailored to a woman's specific level of readiness to 
acknowledge the abuse in her relationship and to pro- 
mote change within her life. The universal components 
are framed around safety planning and risk assessment, 
two interventions that have been shown to positively 
affect women's use of safety strategies, along with 
assessment of mental health and substance use patterns, 
and referral as appropriate. There is evidence that com- 
pared to women in the general population, women who 
are abused have higher prevalence rates of depression 
[68,69] including post-partum depression [70] and that 
a majority of women with substance use issues have 
experienced a history of abuse [68,71]. A key challenge 
in developing the intervention is that, although women's 
mental health may be a central resource that helps them 
address IPV and make changes in their lives [61], 
enhancing women's mental health is not a core focus of 
the NFP. For the low-income women served by the 
NFP, timely access to mental health service is often ser- 
iously restricted. Within this context, the nurses' efforts 
to support women in navigating the system to access 
mental health care may fall short, not because of lack of 
interest, but because the system is not responsive to the 
needs of these women. 

With a few exceptions e.g. [20,61], most emerging IPV 
interventions within health care are time limited and 
emphasize brief safety planning or empowerment 
around the time of disclosure. The NFP-IPV interven- 
tion has the potential to significantly advance under- 
standing of how nurses can support women who have 
experienced IPV over time, using a model that draws on 
the therapeutic relationship and fits with the often long- 
term process of disengaging from an abusive partner. 
Even after separation from an abusive partner, many 
women continue to face long-term safety, health, eco- 
nomic and/or social problems [72,73] that may nega- 
tively affect their quality of life and challenge their 
parenting. The focus of the NFP-IPV on any period in 
the process of change (from a woman being committed 
to the relationship to separating from an abusive part- 
ner) sets it apart from most established or emerging IPV 
interventions. 

The next main step in this research program is to 
evaluate the effectiveness of the NFP-IPV Intervention 
in a RCT. An initial step in this process was to conduct, 
in May 2010, a pilot study to test the feasibility of 
implementing the NFP IPV intervention and to identify 



components of the intervention requiring modification. 
The pilot study was conducted in one of the four origi- 
nal NFP sites that participated in the qualitative case 
study. The objectives of the pilot study were to: 1) eval- 
uate the acceptability of the training curriculum devel- 
oped to support nurse home visitors deliver the 
intervention; 2) refine the procedures for recruiting NFP 
clients into a RCT; 3) determine the feasibility of inte- 
grating the NFP IPV intervention elements into existing 
NFP curriculum guidelines; 4) confirm that the interven- 
tion content and processes were reflective of nurse 
home visitor practice and of the data collected in Project 
1; and 5) evaluate the acceptability of the NFP IPV 
intervention to nurses and NFP clients. 

In general, results of the feasibility study (to be 
reported in detail elsewhere) indicated that the training 
curriculum, manuals and tools are effective in educating 
the nurses about the IPV intervention and that the 
intervention itself is acceptable to both nurses and cli- 
ents. Results of the study have been integrated into 
refinements of the curriculum and clinical protocol, and 
lessons learned from the research processes have been 
applied in development and implementation of a RCT, 
currently underway, to assess the short-term effective- 
ness of the intervention in improving women's safety 
and life quality, along with assessing a range of related 
outcomes, including violence exposure. 

Conclusions 

IPV is a complex health and social problem which is 
shaped by multiple and intersecting personal, social and 
systems factors; a woman's readiness to address IPV and 
the options she has available to make changes in her life 
are also shaped by these factors [74]. Interventions that 
seek to reduce IPV and its consequences must take the 
complexity of women's experiences of IPV and of help- 
seeking into account if they are to be effective. This 
paper has described an iterative, evidence-and theory- 
based process for developing a complex intervention to 
address IPV within the context of an existing interven- 
tion for high-risk women and families. The lessons- 
learned from this process have informed development of 
a RCT to assess the effectiveness of this IPV interven- 
tion, and may also inform development of other inter- 
ventions to address IPV and family violence more 
broadly - a documented and pressing need in this field. 

Acknowledgements 

This research was supported by Grant #5R49CE001 1 70-02 (WVU Injury 
Control Research Center) from the Centers for Disease Control and 
Prevention (CDC). The contents are solely the responsibility of the authors 
and do not necessarily represent official views of the CDC We gratefully 
appreciate the participation of the NFP nurses, supervisors and community 
partners who shared their expertise with us. Thank you to the NFP clients 
who courageously shared their experiences and recommendations with the 



Jack et al. BMC Health Services Research 2012, 12:50 
http://www.biomedcentral.eom/1 472-6963/1 2/50 



Page 13 of 14 



research team. Our gratitude is further extended to our hard-working team 
of research assistants: Joanne Savoy, Sherry Curran, Amber Larson, Harsha 
Ashton, Jill Hancock and to the program management support provided by 
Pearl Dodd. Dr. Susan Jack is supported by a CIHR New Investigator Award 
in Reproduction and Child Health and Dr. Nadine Wathen is supported by a 
CIHR New Investigator Award in Women's Health. Dr. Marilyn Ford-Gilboe 
holds the Echo Chair in Rural Women's Health Research, supported by Echo: 
Improving Women's Health in Ontario, an agency of the Ministry of Health 
and Long-Term care. Members of the NFP IPV Research Team include: Pilar 
Baca, Francesco Pinto, Ruth O'Brien, Mariarosa Gasbarro, University of 
Colorado; Philip Scribano, Children's Hospital of Philadelphia; and Jack 
Stevens, The Ohio State University College of Medicine. 

Author details 

'School of Nursing, McMaster University, 1280 Main Street West, Hamilton, 
ON, Canada. 2 Arthur Labatt Family School of Nursing, The University of 
Western Ontario, London, ON, Canada. 3 Faculty of Information and Media 
Studies, The University of Western Ontario, London, ON, Canada, 
department of Emergency Medicine, West Virginia University, Morgantown, 
WV, USA. 5 College of Nursing, Rush University, Chicago, IL, USA. 
departments of Emergency Medicine and Community Medicine, West 
Virginia University, Morgantown, WV, USA. 'Prevention Research Center for 
Family and Child Health, University of Colorado Denver, Denver, CO, USA. 
8 Offord Centre for Child Studies, McMaster University, Hamilton, ON, Canada. 
9 West Virginia University Injury Control Research Center, Morgantown, WV, 
USA. 

Authors' contributions 

The overall study was conceived by HLM, JC, DLO. SJ designed and 
coordinated the qualitative case study, participated in data collection and 
analysis, and led the development of the NFP IPV intervention. MFG 
participated in data analysis and interpretation and co-led the development 
of the intervention. DD co-facilitated four focus groups; both DD and DBM 
participated in the qualitative data analysis. CNW, JC, DLO provided feedback 
on the emerging intervention. The manuscript was drafted by SJ, MFG, CNW 
and HM. All authors read and approved the final manuscript. 

Competing interests 

The authors declare that they have no competing interests. 

Received: 5 August 2011 Accepted: 29 February 2012 
Published: 29 February 2012 

References 

1. Ellsberg M, Jansen HA, Heise L, Watts CH, Garcia-Moreno C, WHO Multi- 
country Study on Women's Health and Domestic Violence against Women 
Study Team: Intimate partner violence and women's physical and mental 
health in the WHO multi-country study on women's health and 
domestic violence: an observational study. Lancet 2008, 371:1 165-1 172. 

2. Afifi TO, MacMillan H, Cox BJ, Asmundson GJ, Stein MB, Sareen J: Mental 
health correlates of intimate partner violence in marital relationships in 
a nationally representative sample of males and females. J Interpers 
Violence 2009, 24:1398-1417. 

3. Vives-Cases C, Ruiz-Cantero MT, Escriba-Aguir V, Miralles JJ: The effect of 
intimate partner violence and other forms of violence against women 
on health. J Public Health 201 1, 33:15-21. 

4. Wu V, Huff H, Bhandari M: Pattern of physical injury associated with 
intimate partner violence in women presenting to the emergency 
department: a systematic review and meta-analysis. Trauma Violence 
Abuse 2010, 11(2)71-82. 

5. Kendall-Tackett K: Violence against women and the perinatal period: the 
impact of lifetime violence and abuse on pregnancy, postpartum and 
breastfeeding. Trauma Violence Abuse 2007, 8(3)344-353. 

6. Garcia-Moreno C, Watts C: Violence against women: an urgent public 
health priority, B World Health Organ 201 1, 89:2. 

7. Rivara FP, Anderson ML, Fishman P, Bonomi AE, Reid RJ, Carrell D: 
Healthcare utilization and costs for women with a history of intimate 
partner violence. Am J Prey Med 2007, 32(2):89-96. 

8. Varcoe C, Hankivsky O, Ford-Gilboe M, Wuest J, Wilk P: Attributing selected 
costs to intimate partner violence in a sample of women who have left 



abusive partners: a social determinants health approach. Can Public 
Policy . 

9. Feder G, Ramsay J, Dunne D, Rose M, Arsene C, Norman R: How far does 
screening women for domestic (partner) violence in different health- 
care settings meet criteria for a screening programme? Systematic 
reviews of nine UK National Screening Committee criteria. Health Technol 
Assess 2009, 13(16):1-1 13. 

10. Wathen CN, MacMillan HL: Interventions for violence against women: 
scientific review. JAMA 2003, 289:589-600. 

11. Nelson HD, Nygren P, Mclnerney Y, Klein J: Screening women and elderly 
adults for family and intimate partner violence: a review of the evidence 
for the U.S. Preventive Services Task Force. Ann Intern Med 2004, 
140:387-396. 

12. Ramsay J, Carter Y, Davidson L, Dunne D, Eldridge S, Feder G, Hegarty K, 
Rivas C, Taft A, Warburton A: Advocacy interventions to reduce or 
eliminate violence and promote the physical and psychosocial well- 
being of women who experience intimate partner abuse. Cochrane 
Database Syst Rev 2009, 3CD005043. 

13. Sadowski L: Intimate partner violence towards women. Clin Evid (Online) 
2009, pii: 1013. 

14. Dunford FW: The San Diego Navy experiment: an assessment of 
interventions for men who assault their wives. J Consult Clin Psychol 2000, 

68(3):468-476. 

15. Babcock JC, Green CE, Robie C: Does batterers' treatment work? A meta- 
analytic review of domestic violence treatment. Clin Psychol Rev 2004, 
23(8):1 023-1 053. 

16. Feder L, Wilson DB: A meta-analytic review of court-mandated batterer 
intervention programs: can courts affect abusers' behavior? J Exper 
Criminal 2005, 1:239-262. 

17. Johnson MP: Conflict and control: gender symmetry and asymmetry in 
domestic violence. Violence Against Women 2006, 12:1003-1018. 

18. Holt VL, Kernic MA, Lumley T, Wolf ME, Rivara FP: Civil protection orders 
and risk of subsequent police-reported violence. JAMA 2002, 
288(5):589-594. 

19. McFarlane JM, Groff JY, O'Brien JA, Watson K: Secondary prevention of 
intimate partner violence: a randomized controlled trial. Nurs Res 2006, 
55(1):52-61. 

20. Tiwari A, Leung WC, Leung TW, Humphreys J, Parker B, Ho PC: A 
randomised controlled trial of empowerment training for Chinese 
abused pregnant women in Hong Kong. BJOC 2005, 1 12(9)4 249-1256. 

21. Kiely M, El-Mohandes AA, El-Khorazaty MN, Gantz MG: An integrated 
intervention to reduce intimate partner violence in pregnancy: a 
randomized controlled trial. Obstet Gynecol 2010, 115(2 Pt 1):273-283. 

22. Olds DL, Sadler L, Kitzman H: Programs for parents of infants and 
toddlers: recent evidence from randomized trials. J Child Psychol 
Psychiatry 2007, 483:355-391 . 

23. Olds DL, Eckenrode J, Henderson CR Jr, Kitzman H, Powers J, Cole R, 
Sidora K, Morris P, Pettitt LM, Luckey D: Long-term effects of home 
visitation on maternal life course and child abuse and neglect. Fifteen- 
year follow-up of a randomized trial. JAMA 1997, 278:637-643. 

24. Eckenrode J, Ganzel B, Henderson CR Jr, Smith E, Olds DL, Powers J, Cole R, 
Kitzman H, Sidora K: Preventing child abuse and neglect with a program 
of nurse home visitation: the limiting effects of domestic violence. JAMA 
2000, 284:1385-1391. 

25. Olds DL, Kitzman H, Cole R, Robinson J, Sidora K, Luckey DW, 
Henderson CR Jr, Hanks C, Bondy J, Holmberg J: Effects of nurse home- 
visiting on maternal life course and child development: age 6 follow-up 
results of a randomized trial. Pediatrics 2004, 114:1550-1559. 

26. McNaughton DB: A synthesis of qualitative home visiting research. Public 
Health Nur 2000, 17:405-414. 

27. Zeanah PD, Larrieu JA, Boris NW, Nagle GA: Nurse home visiting: 
perspectives from nurses. Inf Mental Hlth J 2006, 27:41-54. 

28. Jack SM, Jamieson E, Wathen N, MacMillan H: The feasibility of screening 
for intimate partner violence in postpartum nurse home visits. Can J 
Nurs Res 2008, 40:150-170. 

29. Bekemeier B: Public health nurses and the prevention and intervention 
in family violence. Public Health Nurs 1995, 12:222-227. 

30. Van-Meijel B, Gamel C, Van-Swieten-Duijfjes B, Grypdonck MH: The 
development of evidence-based nursing interventions: methodological 
considerations. J Adv Nurs 2004, 48:84-92. 



Jack ef al. BMC Health Services Research 2012, 12:50 
http://www.biomedcentral.eom/1 472-6963/1 2/50 



Page 14 of 14 



31. Mrazek PJ, Haggerty RJ: Reducing Risks for Mental Disorders: Frontiers for 
Preventive Intervention Research Washington, DC: Committee on Prevention 
of Mental Disorders, Institute of Medicine; 1994. 

32. Yin RK: Case Study Research: Design and Methods 3 edition. CA: Sage 
Thousand Oaks; 2003. 

33. Baxter P, Jack S: Qualitative case study methodology: study design and 
implementation for novice researchers. Qual Rep 2008, 13:544-559. 

34. Patton MQ: Qualitative Research & Evaluation Methods. 3 edition. CA: Sage 
Thousand Oaks; 2002. 

35. Rabin R, Jennings JM, Campbell J, Bair-Merrit MH: Intimate partner 
violence screening tools: a systematic review. Am J Prev Med 2009, 
36:439-445. 

36. MacMillan HL, Wathen CN, Jamieson E, Boyle MH, Shannon HS, Ford- 
Gilboe M, Worster A, Lent B, Coben JH, Campbell JC, (VlcNutt LA: Screening 
for intimate partner violence in health care settings: A randomized trial. 
JAMA 2009, 302:493-501. 

37. Dienemann J, Campbell J, Landenburger K, Curry MA: The domestic 
violence survivor assessment: a tool for counselling women in intimate 
partner violence relationships. Patient Educ Couns 2002, 46:221-228. 

38. Hegarty K, Bush R, Sheehan M: The composite abuse scale: further 
development and assessment of reliability and validity of a 
multidimensional partner abuse measure in clinical settings. Violence Vict 
2005, 20:529-547. 

39. Barter C, Renold E: The use of vignettes in qualitative research. Social Res 
Update 1 999, 25: [http://sru.soc.surrey.ac.uk/SRU25.html]. 

40. Miller WR, Rollnick S: Motivational Interviewing: Preparing People for Change. 
2 edition. Guilford Press: New York; 2002. 

41. Hsieh HF, Shannon SE: Three approaches to qualitative content analysis. 
Qual Health Res 2005, 15:1277-1288. 

42. Hewitt-Taylor I: Case study: an approach to qualitative inquiry. Nurs Stand 
2002, 16:33-43. 

43. Chang JC, Dado D, Hawker L, Cluss PA, Buranosky R, Slagel L, McNeil M, 
Scholle SH: Understanding turning points in intimate partner violence: 
factors and circumstances leading women victims toward change. J 
Womens Health 2010, 19:251-259. 

44. Chang JC, Dado D, Ashton S, Hawker L, Cluss PA, Buranosky R, Scholle SH: 
Understanding behavior change for women experiencing intimate 
partner violence: mapping the ups and downs using the stages of 
change. Patient Educ Couns 2006, 62:330-339. 

45. Ford-Gilboe M, Wuest J, Varcoe C, Merritt-Gray M: Knowledge translations: 
developing an evidence-based health advocacy intervention for women 
who have left abusive partners. Can J Nurs Res 2006, 38(1 ):1 47-1 67. 

46. Wathen CN, Jamieson E, Wilson M, Daly M, Worster A, MacMillan H, 
McMaster University Violence Against Women Research Group: Risk 
indicators to identify intimate partner violence in the emergency 
department. Open Medicine 2007, 1(2):E1 13-E1 22. 

47. Feder GS, Hutson M, Ramsay J, Taket AR: Women exposed to intimate 
partner violence: expectations and experiences when they encounter 
health care professionals: a meta-analysis of qualitative studies. Arch 
Intern Med 2006, 166:22-37. 

48. Ford-Gilboe M, Varcoe C, Wuest J, Merritt-Gray M: Intimate partner 
violence and nursing practice. In Nursing Care of Survivors of Family 
Violence. Edited by: Humphreys J, Campbell J. New York: Springer; 
2010:115-154. 

49. Goodman L, Dutton MA, Vankos N, Weinfurt K: Women's resources and 
use of strategies as risk and protective factors for reabuse over time. 

Violence Against Women 2005, 11:31 1-336. 

50. McFarlane J, Parker B, Moran B: Abuse During Pregnancy: A Protocol for 
Prevention and Intervention. 3 edition. Atlanta, GA: March of Dimes; 2006. 

51. Haggerty LA, Goodman L: Stages of change-based nursing interventions 
for victims of interpersonal violence. JOGNN 2003, 32:68-75. 

52. Holt VL, Kernic MA, Wolf ME, Rivara FP: Do protection orders affect the 
likelihood of future partner violence and injury? Am J Prev Med 2003, 
24(1 ):1 6-21. 

53. Sullivan CM, Bybee Dl, Allen NE: Findings from a community-based 
program for battered women and their children. J Interpers Violence 2002, 
17:915-936. 

54. Olds DL: The Nurse-Family Partnership: an evidence-based preventive 
intervention. Inf Mental Hlth J 2006, 27:5-25. 

55. U.S. Census Bureau: State and County QuickFacts 201 1 [http://quickfacts. 
census.gov/qfd/index.html], [Accessed on July 29, 2011]. 



56. Nurse-Family Partnership National Service Office: Characteristics of Nurse 
Home Visitors Denver, Colorado; 201 1. 

57. Campbell M, Fitzpatrick R, Haines A, Kinmonth AL, Sandercock P, 
Spiegelhalter D, Tyrer P: Framework for design and evaluation of complex 
interventions to improve health. BMJ 2000, 321:694-696. 

58. Campbell JC, Webster D, Glass N: The Danger Assessment: validation of a 
lethality risk assessment instrument for intimate partner femicide. J 
Interpers Violence 2009, 24:653-674. 

59. Danger Assessment, [http://www.dangerassessment.org]. 

60. Barrett B, Pierre M: Variations in women's help seeking in response to 
intimate partner violence: findings from a Canadian population-based 
study. Violence Against Women 2011, 17(1)47-70. 

61. Ford-Gilboe M, Merritt-Gray M, Varcoe C, Wuest J: A complex, trauma 
informed primary health care intervention for women who have left 
abusive partners. Adv Nurs Sci 2011, 34(2):1-17. 

62. Kasturirangan A: Empowerment and programs designed to address 
domestic violence. Violence Against Women 2008, 14(12)4465-1475. 

63. Varcoe C, Irwin L: "If I killed you, I'd get the kids": women's survival and 
protection work with child custody and access in the context of woman 
abuse. Qual Sociol 2004, 27(1):77-99. 

64. Zink T, Elder N, Jacobson J: How children affect the mother/victim's 
process in intimate partner violence. Arch Pediatr Adolesc Med 2003, 
157(6)587-592. 

65. Plichta S: Interactions between victim of intimate partner violence 
against women and the health care system: policy and practice 
implications. Trauma Violence Abuse 2007, 8(2):226-239. 

66. Wuest J, Ford-Gilboe M, Merritt-Gray M, Berman H: Intrusion: the central 
problem for family health promotion among children and single 
mothers after leaving an abusive partner. Qual Health Res 2003, 
13(5)597-622. 

67. Rogers EM: Diffusion of innovations. 5 edition. New York: Free Press; 2003. 

68. Bonomi AE, Anderson ML, Reid RJ, Rivara FP, Carrell D, Thompson RS: 
Medical and psychosocial diagnoses in women with a history of 
intimate partner violence. Arch Intern Med 2009, 1 69(1 8):1 692-1 697. 

69. Golding JM: Intimate partner violence as a risk factor for mental 
disorders: a meta-analysis. J Fam Violence 1999, 14(2):99-1 32. 

70. Rich-Edwards JW, James-Todd T, Mohllajee A, Kleinman K, Burke A, 
Gillman MW, Wright RJ: Lifetime maternal experiences of abuse and risk 
of pre-natal depression in two demographically distinct populations in 
Boston. Int J Epidemiol 201 1, 40:375-384. 

71. Najavits LM, Sonn J, Walsh M, Weiss RD: Domestic violence in women 
with PTSD and substance abuse. Addict Behav 2004, 29:707-715. 

72. Adkins K, Kamp Dush C: The mental health of mothers in and after 
violent and controlling unions. Soc Sci Res 201 1, 39:925-937. 

73. Ford-Gilboe M, Wuest J, Varcoe C, Davies L, Merritt-Gray M, Campbell J, 
Wilk P: Modeling the effects of intimate partner violence and access to 
resources on women's health in the early years after leaving an abusive 
partner. Soc Sci Med 2009, 68:1021-1029. 

74. Krug EG, Dahlberg LL, Mercy JA, Zwi AB, Lozano : World Report on Violence 
and Health Geneva: World Health Organization; 2002. 

Pre-publication history 

The pre-publication history for this paper can be accessed here: 
http://www.biomedcentral.com/1472-6963/12/50/prepub 

■ • 

doi:1 0.1 1 86/1 472-6963-1 2-50 

Cite this article as: Jack ef at: Development of a nurse home visitation 
intervention for intimate partner violence. BMC Health Services Research 
2012 12:50. 



